the whole of his larynx, with the exception of a small hole at the top of the larynx, as well as between the vocal cords. The opening occurs between the vocal processes. I have been watching him very carefully during whistling and think the whistling, in his case, is a trick. I knew a girl who could whistle beautifully through the larynx and copld imitate almost any bird.
His voice is good, he speaks well, and there is no paresis of the cords.
Dr. JOBSON HORNE: On phonation the posterior third of the glottis is not closed, a triangular space as in paresis of the interaryttenoid muscle being left; this is met with so freque,ntly in people who do not whistle through the larynx that it does not explain the whistling peculiar to this case. The same remark applies to the observation that the epiglottis comes down over the interarythenoid gap. On phonation I observed that the cords were not completely adducted in the middle third, so that two gaps Were presented. The vocal phenomenon, I think, is best explained as an acquired habit or trick and not due to disease.
Dr. KELSON: The surprise is that we cannot all whistle through the larynx: it has a perfect mechanism for whistling. I think it is simply a trick we do not attempt because it is of no use. I am sure that if a thousand-pound prize were offered for laryngeal whistlers, cases such as this would spring up all over the place..
The PRESIDENT: The appearances seemed to me as described by Mr. Clayton Fox. I show a rough sketch I made to indicate the appearance of the glottis, both cartilaginous and ligamentous. The opening between the ligamentous 'cords may be due to the patient having acquired a trick of contracting the internal thyro-arytmenoideus so as to leave the space one so often sees with the falsetto voice. The cartilaginous glottis also remains open constantly during the whistling and it is probably through there that the sound is made. No one has referred to the ca;use in the patient's four children except that it is a trick acquired by imitating the father. Perhaps this is the explanation of the so-called hereditary cases.
Dr. PEGLER (in reply): I agree with a remark that has been made that the whistling is of the nature of a trick. While natural in the father, it has probably been acquired by his children through imitation.
Case of Naso-pharyngeal Angeio-Fibroma.
PATIENT, a boy, aged 13k, was first seen by exhibitor in July, 1918, when he was found to be suffering from a growth originating by a broad attachment from the roof and left side of the nasopharynx. It had caused the soft palate to bulge forward, and appeared at the left anterior naris, from which issued a foul discharge. The left cheek was also bulging. A preliminary laryngotomy was first performed, and the tumour removed by workipg through the mouth and nose, leaving .rough bare bone in the roof of the nasopharynx, and posterior part of the septum. Patient made a rapid' recovery. The pathologist's report showed that the growth was an angeio-fibroma with large blood-vessels.
Patient was not seen again until a few weeks ago when recurrence was fotind to have taken place, the case presenting an almost identical picture with the addition that the left eye was now seen to be on a plane anterior to that of its fellow.
Suggestions as to treatment are invited.
DISCUSSION. Mir. HARMER: I would operate on this case by the external route. Some years ago I reported to the Clinical Section a case of tumour of this kind in a man who came from New Zealand. The' tumour was rather larger than the fist, and projected under the forehead; there was marked proptosis and the eyes looked in opposite directions. It pulsated violently, and was very vascular. He was sent to see Sir Henry Butlin, who said it should he removed, and that the patient should do well. He was admitted to St. Bartholomew's Hospital under my care. The operation consisted, in the first place, in doing a preliminary laryngotomy. Then the external carotid arteries were exposed and compressed temporarily with Crile's clamps. Each carotid took me twenty minutes to'clamp, and the laryngotomy three minutes, so that up to that stage the time occupied was forty-three minutes. Then large incisions were made across the front of the tumour and laterally by the side of the nose, which was turned to the opposite side. The tumour was thus freely exposed on its anterior aspect, and rapidly evulsed. A patch, 3 in. by 2 in., of the base of the skull came away with it. The dura mater was intact.
Hw,morrhage was slight and the patient made an uninterrupted recovery.
In forty-eight hours he was sitting up, and in about a week was well. He has written me regularly from New Zealand since, for seven years, and the last letter stated that there had been no sign of recurrence.
The PRESIDENT: The result in Mr. Harmer's case has been excellent.
Mr. NORMAN PATTERSON: I agree that Mr. Harmer has had a brilliant result in the case he has related. I had a case of similar nature, in which a tumour was bulging into the temporal fossa. I did a very extensive operation on the boy which included the removal of the upper jaw. There was a great deal of hoemorrhage. About an hour afterwards he died of shock. If I had clamped the external carotid that death might have been avoided. Recently I have had two cases treated by radium. In one of them the tumour completely disappeared; in the other, all the swelling in the temporal fossa subsided, and the shrinking of the tumour, the origin of which was in the nasopharynx, was very rapid.
Dr. IRWIN MOORE: It is important that these cases should be diagnosed early, and that these growths should be very thoroughly removed. I had an interesting case which I operated upon and showed four years ago at a meeting of this Section,' and so far as I know the growth has not recurred. In the pathological report of the case shown to-day there is a reference to the growth having large blood-vessels. These growths do not have blood-vessels, but very large cavernous spaces lined by a single layer of endothelial cells. There is consequently no artery wall to -contract, and that is why these growths bleed so readily as soon as they are operated upon.2
Mr. DAWSON (in reply): I am much obliged by the suggestion as to Crile's clamp for the external carotids; it is perhaps particularly on the left side that clamping of the carotid will be required. I shall try radium first, leaving it in situ twenty-four hours. When I removed this tumour before it was very vascular; the bone was very bare, and it seemed to leave a depression in the roof of the pharynx. I thought I had gone into the sphenoidal sinus, but it must have been rather behind the sinus. I could get my finger into a depression; it was spiculated and rough, and alarmed me at the time. The patient made a good recovery.
Case of Perichondritis of Larynx. By G. W. DAWSON, F.R.C.S.I. PATIENT, a male, aged 52, was admitted to hospital on March 8,1919, suffering from urgent dyspncea. He had had a previous attack early this year. Previous history: Laryngofissure had been performed by Mr. Tilley in August, 1918, for a small carcinoma of the posterior portion of the right vocal cord which was freely removed.
On examination there was marked cedema of the larynx. This has since improved, but considerable thickening remains. The Wassermann reaction is negative. ' Proc. Roy. Soc.-Med., 1915, viii (Sect. Laryng.) , pp. 98 and 103. F/ide Irwin Moore, " The History of an Angeio-fibroma of the Nasoyharynx and its Important Bearing on Operative Procedures," Proc. Roy. Soc. Med., 1916, ix (Sect. Laryng.), p. 25.
